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Unintended Pregnancy in Utah

           What is PRAMS?

Data in this newsletter were provided by the Utah
Pregnancy Risk Assessment Monitoring System
(PRAMS).  PRAMS is an ongoing, population-based
risk factor surveillance system designed to identify
and monitor selected maternal experiences that oc-
cur before and during pregnancy and experiences of
the child’s early infancy.  Each month, a sample of
approximately 200 women, two to four months post-
partum, is selected.  The sample is stratified based
upon race and birth weight so that inferences and
comparisons about these groups can be determined.
The results are weighted for sample design and non-
response.

PRAMS is intended to help answer questions that
birth certificate data alone cannot answer.  Data will
be used to provide important information that can
guide policy and other efforts to improve care and
outcomes for pregnant women and infants in Utah.
Women were asked questions about prenatal care,
breastfeeding, smoking and alcohol use, physical
abuse, and early infant care.

The PRAMS data reported here represent all live births
to Utah residents in 1999.  A total of 2140 mothers
were selected to participate in the project and 1540
mothers responded for a response rate of 72%.
Survey results were weighted for non-response so
that analyses could be generalized to the entire popu-
lation of Utah women delivering live births.

Background

In the United States, unintended pregnancy is a major public health problem.  Unintended pregnancy is a general term
that includes pregnancies that a woman states were either mistimed or unwanted at the time of conception.1  It was
estimated that 49% (2,648,830) of all pregnancies (excluding miscarriages) in 1994 were unintended.  Over half of the
unintended pregnancies (1,430,367) in 1994 ended in abortion.2  Unintended pregnancies are more likely to occur if the
mother is an adolescent, unmarried, over age 40,1 or has experienced abuse in childhood.3  Women with an unintended
pregnancy are less likely to seek early prenatal care or receive adequate prenatal care, are more likely to expose the

fetus to harmful substances such as cigarette smoke and al-
cohol,1 and are less likely to initiate and maintain breastfeeding.4

Methodology

For this report, unintended pregnancies include pregnancies
that were reported as being mistimed and pregnancies that
were reported as being unwanted.  A mistimed pregnancy is
defined as a pregnancy that was wanted by the woman at some
time, but occurred sooner than was intended.  An unwanted
pregnancy is defined as a pregnancy that occurred when the
woman did not want to have a pregnancy then or at any time in
the future.

Pregnancy intention was determined by asking the question,
“Thinking back to just before you got pregnant, how did you
feel about becoming pregnant?”  Those who responded, “I
wanted to be pregnant later”, or, “I didn’t want to be pregnant
then or at any time in the future”, were placed in the unintended
category.  Those who responded, “I wanted to be pregnant
sooner”, or, “I wanted to be pregnant then”, were placed in the
intended category.

It is important to note that this report examines the proportion
of live births that resulted from unintended pregnancy, which
differs from the unintended pregnancy rate, as it does not in-
clude unintended pregnancies that ended in abortion or mis-
carriage.  Because the PRAMS questionnaire is completed
postpartum, there may be recall bias from mothers regarding
their pre-pregnancy feelings about becoming pregnant.



Utah PRAMS data from 1999 were analyzed using chi-squared tests to identify factors that may contribute to unin-
tended pregnancy.

Unintended Pregnancy in Utah

The Healthy People 2010 goal is that 70% of all pregnancies should be intended.5  Although Utah is very close to
achieving this goal overall, there are groups that report significantly higher proportions of unintended pregnancy.  Before
progress can be made in reducing unintended pregnancies in Utah, it is important to better understand the factors that
contribute to unintended pregnancy.

In 1999, 33.7% (15,500) of live births in Utah were the result of unintended pregnancies.  Overall, slightly less than 20%
of Utah women were using birth control at the time they conceived.  Of the women who reported their pregnancies as
unintended, 42.7% said they were using birth control at the time of conception.

Table 1 shows the proportion of unintended pregnancy across various maternal characteristics. Significantly higher
rates of unintended pregnancy were noted among women who:
§ were younger than 20 years of age,
§ had a less than high school education,
§ were other than white race,
§ were of Hispanic ethnicity,
§ were unmarried,
§ had annual household incomes less than $15,000 per year,
§ had no health insurance coverage before pregnancy (not counting Medicaid),
§ were insured by Medicaid before they became pregnant,
§ smoked or drank in the three months before pregnancy,
§ experienced domestic violence before their pregnancy, and
§ had a baby within 20 months of their most recent pregnancy.

Other significant findings (data not shown):

§ Of women with unintended pregnancies in 1999, 26.4% entered prenatal care after the first trimester compared to
12.9% of women with intended pregnancies.  Overall, the Utah rate for late prenatal care entry was 17.9% in 1999.

§ Utah women with unintended pregnancies were more likely to receive inadequate prenatal care (41.3%) than
women who reported their pregnancy was intended (33.0%) (APCNU Index6).

§ Women who reported an unintended pregnancy in 1999 were more likely to report moderate to severe postpartum
depression (32.2%) than were women who reported intended pregnancies (21.4%).

§ In Utah, 64.3% of women on Medicaid before pregnancy reported their most recent pregnancy as unintended,
compared to 28.8% of women with private/group insurance before pregnancy (not including Medicaid).

§ Of women aged 30 - 39, over 62% reported their most recent pregnancy as unintended despite using birth control,
a possible indicator of contraceptive failure, incorrect, or inconsistent use of birth control.
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Table 1.  Percentage of Utah Women With Live Births Who Reported Their Most Recent
Pregnancy was Unintended by Selected Maternal Characteristics, 1999 Utah PRAMS Data.

Characteristics
Population

Estim ate
Total B irth Population 3 3.7 " 3 .1 1 5 ,5 00
Maternal Age
   <  17 8 6 .2 " 10 .5 1 ,7 0 0
   1 8  - 1 9 8 1 .1 " 11 .1 1 ,8 0 0
   2 0  - 2 4 3 2 .0 " 5 .7 4 ,4 0 0  
   2 5  - 2 9 2 9 .1 " 5 .2 4 ,4 0 0  
   3 0  - 3 4 2 8 .0 " 6 .8 2 ,3 0 0  
   3 5  - 3 9 2 0 .7 " 8 .9 8 00  
   4 0  + 9 .3 " 10 .4 1 00  
Education Level  
   L e ss  th a n  H ig h  S ch o o l 5 6 .5 " 9 .3 4 ,3 0 0  
   C om ple te d  H ig h  S ch oo l 3 3 .3 " 5 .8 4 ,5 0 0
   S o m e C o lle ge 3 2 .4 " 5 .5 4 ,3 0 0
   C o lleg e  G rad u a te 2 1 .6 " 5 .3 2 ,4 0 0
Race
   W h ite 3 2 .9 " 3 .3 1 4 ,4 00
   O the r T ha n  W h ite 4 6 .8 " 7 .5 1 ,1 0 0
Hispanic Ethnicity   
   H is pa n ic 4 5 .8 " 11 .1 2 ,6 0 0
   N on -H isp an ic 3 2 .0 " 3 .2 1 2 ,9 00
Marital Status
   M a rrie d 2 6 .7 " 3 .1 1 0 ,3 00
   U nm arrie d 7 4 .2 " 7 .9 5 ,2 0 0
Geographic Area
   U rba n 3 4 .2 " 5 .3 1 2 ,3 00
   R ura l 3 1 .7 " 9 .3 3 ,2 0 0
Annual Household Incom e
   <  $ 15 ,00 0 5 4 .9 " 7 .7 5 ,7 0 0
   $ 1 5 ,0 00  - 35 ,0 00 2 8 .2 " 5 .1 4 ,5 0 0
   $ 3 5 ,0 00  - 50 ,0 00 2 8 .1 " 6 .3 3 ,0 0 0
   >  $ 50 ,00 0 2 1 .9 " 6 .0 2 ,3 0 0
Health Insurance Coverage Before Conception 2

   Y e s 2 8 .8 " 3 .4 9 ,6 0 0
   N o 4 7 .5 " 7 .0 5 ,9 0 0
Medicaid Coverage Before Conception  
   Y e s 6 4 .3 " 15 .9 1 ,5 0 0
   N o 3 2 .3 " 3 .2 1 4 ,0 00
Sm oked Cigarettes in 3 Months Before Pregnancy
   Y e s 5 9 .7 " 8 .9 4 ,0 0 0
   N o 2 9 .0 " 3 .2 1 1 ,5 00
Drank A lcohol in  3 Months Before Pregnancy
   Y e s 5 0 .6 " 7 .2 5 ,3 0 0
   N o 2 8 .3 " 3 .4 1 0 ,2 00
Dom estic Vio lence in Year Before Pregnancy
   Y e s 6 2 .7 " 14 .4 1 ,6 0 0
   N o 3 2 .2 " 3 .2 1 3 ,9 00
Num ber of Previous L ive B irths
   N on e 3 8 .1 " 5 .4 6 ,4 0 0
   1  - 4 3 1 .3 " 4 .0 8 ,6 0 0
   5  o r M ore 2 6 .6 " 14 .5 5 00
Birth Interval
   <  2 0  M on ths 5 7 .5 " 11 .3 2 ,5 0 0
   2 1  - 3 6  M o nth s 2 9 .3 " 6 .5 3 ,3 0 0
   3 7  +  M on ths 1 5 .6 " 5 .4 1 ,7 0 0

 
1 P lu s  o r m in us  95 %  c on fide nc e  in te rva l
2 W om e n w e re  a sk e d  n o t to  inc lud e  M ed ica id  w h en  a ns w erin g  th is  qu e s tion
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U n in te nd ed 1



Contraceptive Use

To explore reasons for not using contraception at the time of conception, PRAMS respondents were asked the ques-
tion, “ When you got pregnant with your new baby, were you or your husband or partner using any kind of birth control?”
No birth control use at the time of conception was reported by 57.3% of women with an unintended pregnancy.  The
women who responded “no” to this question were asked to identify their reasons for not using birth control.  Figure 1
shows the reasons women with unintended pregnancies gave for not using birth control at the time of conception.  The
most common reason for omitting birth control was women thinking that they could not get pregnant at the time
conception occurred.
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Since behavior after these pregnancies can contribute to future unintended pregnancies, contraceptive use after preg-
nancy in all Utah women was examined.  Postpartum birth control use (3 to 8 months postpartum) was reported by
82.9% of women.  Figure 2 shows reasons for not using postpartum birth control.  The most common reason cited by
women was that they did not want to use any birth control.  Utah women who reported their health care provider
discussed birth control methods to use after pregnancy were significantly more likely to use postpartum birth control
(85.1%) than women whose providers did not (75.1%).
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Figure 1.  Reasons for Not Using Birth Control at Time of Conception Among Utah Women With Live
Births Who Reported Their Most Recent Pregnancy Was Unintended, 1999 Utah PRAMS Data

Figure 2. Self Reported Reasons for Not Using Postpartum Birth Control
Among Utah Women With Live Births, 1999 Utah PRAMS Data.



Comments/Recommendations

Women in the United States spend three quarters of their reproductive years trying to avoid pregnancy.It has been
estimated that 40% of women will have had at least one induced abortion by menopause.2 In their report on low
birthweight, the Institute of Medicine states, “The best protection available against low birthweight and other poor
pregnancy outcomes is to have a woman actively plan for pregnancy, enter pregnancy in good health with as few risk
factors as possible, and be fully informed about her reproductive and general health”.7  In order to accomplish, and to
exceed, the HP2010 goal of 70% of pregnancies being intended, public health efforts may include the following:

Health Education
§ Increase knowledge of human reproduction, contraceptive choices and correct contraceptive use. Many Ameri-

cans lack basic information about human reproduction, conception, and available means of contraception.
Because of this lack of knowledge, proper and consistent use of contraception is difficult for many, as illustrated
by the fact that 42.7% of women with unintended pregnancies in Utah in 1999 reported that they were using birth
control at the time of conception. Over 32% of women with unintended pregnancies said they weren’t using birth
control because they didn’t think they could get pregnant. Knowledge and availability of emergency contracep-
tion (EC) should be expanded among both clinicians and the public. The use of EC pills reduces the risk of
pregnancy by at least 74% if used correctly.8  Dr. Thomas Purdon, President of the American College of
Obstetricians and Gynecologists, issued a call to action in April 2001 for practitioners to offer advance prescrip-
tion for EC during routine visits.

§ Promote optimal spacing of pregnancies for healthy outcomes.  Short interpregnancy intervals (less than six
months between the birth of the previous child and conception of the next pregnancy) have been associated with
an increased risk of low birth weight, preterm birth, and small for gestational age infants.9  Data for 1999 show
that 64.6% of Utah women with a short interpregnancy interval reported their most recent pregnancy as unin-
tended.  Providers of health care to women should discuss the risks of close spacing of pregnancies and
promote awareness of postpartum contraceptive choices with their patients.  Women whose provider discussed
postpartum birth control use were significantly more likely to use postpartum contraception.

Reproductive Health Services
§ Increase dialogue between health care providers and women regarding reproductive health and family planning

options. Standard provider practice should include age appropriate discussion of all forms of contraception,
along with availability, effectiveness, risks of use, and discussion of the importance of planning for pregnancy for
optimal health outcomes with their patients on a routine basis.

Access to Health Care
§ Improve insurance coverage for family planning services.  Nationally, only 15% of large-group health plans cover

all five primary reversible contraceptive methods (IUD, diaphragm, Norplant, Depo-Provera, and oral contracep-
tives), and less than 40% cover any contraceptive methods.  Only 39% of Health Maintenance Organizations
cover all five reversible contraceptive methods.  About 50% of Preferred Provider Organizations cover any revers-
ible method of contraception.4

§ Seek expansion of Medicaid contraceptive coverage for women up to two years postpartum. Currently in Utah,
women who qualify for Medicaid because they are pregnant have family planning services covered for approxi-
mately two months postpartum, at which time all Medicaid services are terminated. These women may lack the
resources necessary to access family planning services and methods on their own and are likely to be nega-
tively affected by an unintended pregnancy.  For this reason, continuation of publicly funded family planning
services is important.5
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